A 51-year-old woman was admitted to hospital with a two-month history of watery diarrhea and 9 kg weight loss. Stool frequency was eight to 10 per day but without blood, steatorrhea or abdominal pain. There was no history of recent antibiotic use or infectious contacts. Her history was significant for type I diabetes mellitus treated with insulin. She was a lifelong nonsmoker who consumed no alcohol. The family history was unremarkable. Physical examination was normal. Laboratory data showed an elevated white blood cell count of 13.3×10 9 /L (normal range 4.8×10 9 /L to 10.8×10 9 /L), a C-reactive protein level of 15.4 mg/L (normal range 0 mg/L to 8 mg/L) and an albumin level of 19 g/L (normal range 33 g/L to 45 g/L). Her tissue transglutaminase level was 0 U/mL (normal range 0 U/mL to 10 U/mL) with a normal immunoglobulin A level. Stool testing was negative for bacterial and parasitic pathogens, while Clostridium difficile testing was negative on three separate occasions.
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Diagnosis
Abdominal radiographs and computed tomography scanning both showed a fluid-filled colon but without wall thickening or features of inflammation. On esophagastroduodenoscopy, there were white pseudomembranes (PMs) in the gastric body (Figure 1 ), antrum and duodenum ( Figure 2 ). Scattered PMs were also noted throughout the colon and terminal ileum. All mucosal biopsies revealed inflammation and thickened subepithelial collagen (Figure 3) . A diagnosis of collagenous gastroenteritis was made and therapy was initiated with oral budesonide 9 mg/day. The patient noted a prompt reduction in diarrhea, and endoscopic follow-up two and four months later showed resolution of the PMs (Figure 4 She has Crohn's for life. Shouldn't clinical evidence recognize and support that?
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was discontinued after four months and she has remained well during the past eight months of follow-up.
Discussion
Collagenous gastritis is a rare entity, with fewer than 40 reported cases (1) . It may be associated with collagenous enteritis, collagenous colitis and other autoimmune diseases such as autoimmune thyroiditis and celiac disease (1,2). There appears to be two different subtypes based on patient age. Children typically present with nausea, vomiting and anemia, whereas adults tend to present with diarrhea, weight loss and abdominal pain (1, 2) . Endoscopic findings usually consist only of gastric erosions or nodularity (2) . Only one other case of collagenous gastritis with endoscopic PMs has been reported (3). Optimal therapy is unclear, but case report data appears to favour steroid therapy with either budesonide or prednisone (1,2).
